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Nevada’s pediatric suicide rate is one of the highest in the country. Many patients require 
inpatient stabilization, either in an emergency department setting or on a pediatric unit, until they 
are ready for discharge to home or a subsequent behavioral health facility. In many instances, 
patients are assigned to nurses who have had no formal training on caring for pediatric patients 
with suicidal ideation. Providing care for these patients can increase nurses’ emotional stressors. 
Purpose: The purpose of this DNP project was to increase the knowledge of pediatric nurses in 
Nevada using a nursing toolkit containing information to aid in the care of pediatric patients with 
suicidal ideation. This toolkit is applicable to the emergency department and pediatric inpatient 
unit settings and includes resources for nurses to help with patient assessments and manage 
emotional stressors. Method: The project was advertised to pediatric nurses in Nevada via email 
and social media using a flyer and link to participate in this educational project consisting of 
demographic, confidence, and knowledge questionnaires. The educational intervention included 
a nursing toolkit document and presentation, which were embedded in the Qualtrics survey. The 
knowledge and confidence questions were asked before and after the educational components. A 
project evaluation was also completed. This information was collected anonymously using the 
Qualtrics platform. Confidence and knowledge change were then evaluated using a paired t-test 
and Wilcoxon signed-rank tests. Results: A statistically significant increase in average 
knowledge score was observed after the intervention, [t (34) = 7.5, p< 0.001]. Conclusion: The 
nursing toolkit educational intervention significantly improved participants’ knowledge of care 
for the pediatric patient with suicidal ideation. The participants were receptive and had a positive 
reaction. Survey feedback demonstrated a desire to learn more about this topic.  
Keywords: pediatric suicide, pediatric suicidal ideation, nursing education, nursing toolkit 
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In 2018, Nevada’s teen suicide rate was 3.8 per 100,000 teens, compared to a rate of 2.4 
per 100,000 teens nationally (Curtin & Heron, 2019). This rate has continued to rise every year 
since 2008. Per the Nevada Coalition for Suicide Prevention (NCSP), Nevada’s suicide is the 
number one cause of death for children and teens ages 12-19 (NCSP, 2020).  Moreover, nonfatal 
episodes of self-harm in pediatric patients have been associated with a higher risk of death as 
young adults (Kennebeck & Bonin,2020). Although it is impossible to predict a potential suicide, 
some risk factors or probably warning signs can include: a history of physical or sexual abuse, 
family history of suicidal ideation or behavior, or a mental health diagnosis (depression, 
substance abuse etc.). However, the greatest warning sign or predictor of a future suicide attempt 
is a previous attempt (Kennebeck & Bonin, 2020). While research has shown that adults who 
have died by suicide have seen a primary care provider in the last year, many children with 
suicidal ideation have not (Annor et al., 2018).  
The National Center for Children in Poverty (NCCP, 2018) notes that lower health 
literacy rates and socioeconomic status could be barriers to routine healthcare visits, proper 
identification of children’s psychological needs, and appropriate and timely intervention. 
Consequently, after an attempted suicide, many of these children end up in the hospital for acute 
stabilization and management of care. This experience may be the only time when these patients 
are exposed to a healthcare setting and should be seen as an opportunity to build a positive 
relationship with the healthcare system. Proper resources and care can be provided to these 
patients and their families during a hospital stay, helping patients and families to gain trust with 
 2 
healthcare providers. Therefore, it is imperative that the nurses working in the hospital are 
knowledgeable on the proper assessment and individualized care for pediatric patients with 
suicidal ideation. Patient care for this population begins upon hospital admission and continues 
until the patient is discharged home or to a separate behavioral health facility.  
Significance and Problem 
There are no universal guidelines to assist with the care of pediatric patients in an acute 
care setting. Many nursing staff are lack knowledge in caring for this population. Reducing 
suicide risk in the hospital setting is one of the Joint Commission National Patient Safety Goals. 
However, their safety expectations set forth are vague and not pediatric-focused (The Joint 
Commission, 2019). The goals released by The National Strategy for Suicide Prevention are 
either focused on treatment in behavioral health facilities or outpatient community support of 
patient care, rather than an acute hospital setting (Office of the Surgeon General, 2012).  
Therefore, nurses in an acute care setting are facing challenges in taking care of this patient 
population. Without proper training in behavior health techniques, nurses may have difficulty 
providing therapeutic communication and care to patients and families. 
A research study of 49 children’s hospitals in the United States from 2008-2015 found 
that 115,856 or 1.2% of hospitalized suicide attempt cases resulted in an inpatient stay, 58.3% of 
which required ICU admission (Talseth & Gilje, 2011). After acute stabilization occurs, many 
nurses still struggle with ethical and legal responsibilities during the care of this patient 
populaiton (Talseth & Gilje, 2011). Caring for pediatric patients admitted or readmitted for a 
suicide attempt can be emotionally taxing for nurses. (Talseth & Gilje, 2011).  The complexity in 
caring for this patient population involves a stronger focus on therapeutic communication, not 
only with patients but the family as well. Without proper evidence-based resources, caring for 
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these patients can become burdensome. Personal biases on suicidal ideation including 
preventability and stigma towards mental illness, can affect appropriate nursing care. Nurses 
often deal with discomfort, confusion, misunderstanding, and general lack of information while 
caring for this population (Betz et al., 2013). Nurses’ emotions can also be complicated by legal 
and ethical concerns, which can result in the nurse-patient relationship and interactions to feel 
burdensome (Hagen et al., 2016).  A toolkit to improve their knowledge in appropriately 
assessing the complexity of these pediatric admissions and care for these patients may help to 
improve patients’ hospital stays while empowering nurses to provide evidence-based care.   
Purpose 
The purpose of this project was to increase the confidence and knowledge level of 
Nevada nurses who may care for a pediatric patient with suicidal ideation. The project involved 
developing, implementing, and evaluating a standardized educational toolkit, titled “Nursing 
Toolkit for the Care of  Pediatric Patients with Suicidal Ideation.” This toolkit consisted of 
information discussing patient assessment, managing stressors, and local Nevada resources for 
parents and patients. The toolkit also provided them with self-care resources to help manage 












Review of Literature  
 
This literature review focused on the current data relating to nursing assessment and care 
of pediatric patients with suicide attempts or ideation in an inpatient hospital setting. Research 
published from 2010-2021 was searched using CINAHL and PubMed databases, using a 
combination of search terms: “pediatric suicide,” “care of the pediatric suicidal patient,” “nursing 
education,” and “nursing care.” Most studied topics on suicide have focused on suicide risks or 
lack of access to care or resources post-discharge (Molina & Farley, 2019). Unfortunately, 
suicidal risk and care amongst the pediatric population have not been studied extensively in an 
acute medical or surgical hospitalization setting.  
Talseth & Gilje (2011) highlight some of the elements required for effective care of a 
patient with suicidal ideation. These include risk assessments, implementing suicidal 
precautions, interventions, monitoring safety, supporting family and the patient, and engaging in 
therapeutic relationships. Emotional well-being and competence for the nurse are also crucial for 
caring for this patient population (Talseth & Gilje, 2011).   
Assessments  
 The initial care includes the medical stabilization of the patient, and safety remains the 
priority for these patients, during their care (Kennebeck & Bonin, 2020). After the initial 
stabilization, nurses need to assess the patient properly. A proper patient assessment can disclose 
clues, such as physical evidence of scars, bruising, signs of physical trauma or abuse, or signs of 
current substance use, which may not have been shared by the patient subjectively (Kennebeck 
& Bonin 2020).  The physical and mental status assessments can show the patient’s general 
appearance, behavior, orientation, and affect. The Joint Commission (2019) requires that their 
accredited facilities train their staff caring for this population, provide guidelines for 
 5 
reassessment, and adequate patient monitoring (such as a 1:1 sitter) for those at high risk for 
suicide. Continued reassessment with suicide risk assessment tools, such as the Columbia 
Suicide Severity Rating Scale, the ASQ Suicide Risk Screening, and the Patient Health 
Questionnaire-9 (PHQ-9), can provide nursing staff with current suicide risk levels for each 
patient. Depending on the level of risk discovered in these screenings, nurses can also implement 
appropriate safety monitoring such as, removing potentially harmful objects from the room, 
having the patient in a room near the nurses’ station, and using appropriate checklists with 
oncoming shifts or at transitions of care with other nursing staff.  
 After acute stabilization, patients typically return to baseline cognitive and behavioral 
functioning. However, it is important for nurses to be aware of potential aggressive behavior 
triggers in this patient population. Schmid et al. (2011) discuss the HALTTS acronym to assist 
staff in de-escalation techniques, if a patient becomes aggressive. They found that patients 
usually become upset for several reasons including: hunger, anger, loneliness, feeling tired, 
thirsty, or scared. Nurses should assess whether these conditions are contributing to aggressive 
behaviors before intervening with physical or medical restraints. These restraints should be used 
as a last resort (Schmid et al., 2011).  
The department of Health and Human Services has adopted the Zero Suicide in Health 
and Behavioral Healthcare model as the new standard of care for many facilities nationwide. 
This program contains separate components of care, including identifying those patients at risk, 
training a competent, confident and caring workforce, as well as improving policies and 
procedures as they need updating (Education Development Center, 2020). They share a variety 
of tools and resources on their website for both nursing staff as well as methods to begin 
implementing the program throughout a hospital system.   
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Engagement in Therapeutic Relationships  
Many nurses feel they are unable to connect on a therapeutic level or able to 
communicate effectively with patients exhibiting suicidal ideation (Betz et al., 2013). Some 
nurses must create an emotional barrier, which can help to maintain a more effectual and positive 
nurse patient relationship (Tofthagen et al., 2014).  Some related this need for a barrier to 
emotional reactions, religious background, insufficient training, or the professional responsibility 
that comes with it (Talseth & Gilje, 2011). Nurses’ emotional reactions such as fear and anxiety 
can lead to less therapeutic nurse-patient, avoidance of suicide related conversations and 
insufficient assessments of potential risks (Jahn et al., 2016). However, many nurses were more 
likely to engage with patients if their feelings seemed “authentic” and “genuine” and not solely 
attention seeking (Conlon & O’Tuathail, 2010). Furthermore, when nurses encountered patients 
who were admitted more than once for self-harming, they felt that patients were only seeking 
attention. This resulted in patients being ignored or treated poorly by nursing staff (Conlon & 
O’Tuathail, 2010). 
Unfortunately,  some nurses feel that the emergency department has a more medical-
focused approach to care, and treatments tended to lack effective psychological interventions or 
assessments (Conlon & O’Tuathail, 2010).  Suicidiologists have found that the development of 
therapeutic relationships is necessary for appropriate treatment and care for patients with suicidal 
ideation (Bryan et al., 2012). Feelings of isolation, hopelessness, and embarrassment were more 
likely to be increased when nursing staff ignored the patient’s suicidal ideation (Saigle & Racine, 
2018). 
 Nurses can facilitate therapeutic relationships by reinforcing to patients that it is safe and 
appropriate to talk about suicide with any member of the hospital team. Using open ended 
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questions, keeping a nonjudgmental attitude, and using active listening are all ways that nurses 
can participate effectively in forming therapeutic relationships (Saigle & Racine, 2018).  
Eliminating language bias by using appropriate and current suicide language can create an 
atmosphere that reduces stigma. For example, the word suicidal has been replaced by suicidal 
ideation. The term “commit suicide” is associated with criminal or sinful activity, died by 
suicide, or took his or her own life is preferred now (Suicide Prevention Alliance, 2021).  
Support for the Patient and Resources for Families 
 Nevada has a number of suicide resources for both families and providers. The Nevada 
Coalition for Suicide Prevention, the Nevada Division of Public and Behavioral Health (DPBH) 
and the Suicide Prevention Resource Center, all have online resources and local resources for 
those who need them.  
 According to the National Action Alliance for Suicide Prevention (Action Alliance) 
forming a safety plan and having supportive contacts are among the newest standard of care for 
these patients (Action Alliance, 2020). The safety plan includes discussing with the patient and 
their family to reduce lethal means (i.e., access to weapons or drugs) to promote a safe 
environment at home. Not only that but discusses the next steps for a patient if suicidal thoughts 
return. These interventions include hotlines and predetermined contacts that the patient may 
reach out to in a crisis. This has also been implemented into electronic health records, with a 
separate flow sheet for the nurse, social work, or behavioral health specialist to include amongst 
discharge paperwork. Annor et al. (2018) propose that teaching coping skills, and problem-
solving skills could be potentially beneficial to this group as a long-term reduction strategy 
(Annor et al. 2018).  
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A number of free phone applications exist to assist patients and families. My3 is similar 
to an electronic version of a safety plan, outlining three people that a child or adolescent may 
reach out to in the event of increased feelings of suicidal ideation (Educational Development 
Center, 2020). Nevada211 is another free app where users can report anonymous bullying or 
harmful environments in Nevada schools (Nevada211, 2021).  
Nurse Stressors and Nurse Self Care  
  Caring for a patient with suicidal ideation could bring forward emotions such as distress, 
anger, guilt, powerlessness, anxiety, and panic among nurses, reducing their ability to 
therapeutically connect or communicate with suicidal patients (Talseth & Gilje, 2011). Many 
nurses struggled with feeling that suicide was not preventable, despite current data proving 
suicide prevention tactics are beneficial (Betz et al., 2013).  Pediatric emergency department staff 
are among the first to see the patient during a hospital admission, and some nurses in this group 
may lack empathy for this patient population (Conlon & O’Tuathail, 2010). Some nurses feel 
emotions such as distress, anger, guilt, powerlessness, anxiety, or feelings of panic while caring 
for this patient population (Talseth & Gilje, 2011).  
 Learning how to manage these stressors and emotional factors can help nurses better care 
not only for their patients, but for themselves as well. Talseth & Gilje (2011) found that 
emotional and educational support would help nurses meet goals of patient care, as well their 
own self-care. The phenomenon of “compassion fatigue” but it explores the idea that nurses 
“absorb” emotions, such as pain and suffering, from patients. This can happen over multiple 
interactions with both the patients and their families (Sorenson et al., 2017).  This fatigue can 
progress to burnout, moral distress, and even physical symptoms if not managed effectively by 
nurses (Sorenson et al., 2017).  Continually addressing physical, mental, and emotional reactions 
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to experiences in the workplaces are important for nursing staff. As stressful events occur, nurses 
may experience physical reactions (increased heart rate, or sweating) or emotional reactions 
(anger or fear) and by reflecting on these responses, nurses can help to better manage emotional 
stressors. There are online tools that are able to help nurses look inward to explore various 







































Theory of Human Caring  
 
This project used Jean Watson’s Theory of Human Caring as a theoretical guide. The 
major concepts of this theory are transpersonal caring and include ten caritas processes (or 
caritive factors- meaning “to cherish,”) which Watson referred to as the “core of nursing.” One 
of the main problems associated with pediatric suicidal patients in the hospital setting is the 
inability of nurses to properly care for them due to their own bias and lack of training. The 
Theory of Human Caring concepts were incorporated throughout this project development and 
implementation to address this problem.  
It is important for nurses to sustain humanistic and altruistic values by being authentically 
present and sensitive to patient needs while caring for suicidal patients. Being able to instill hope 
and honor patients’ choices without compromising their safety is critical for building trust and 
moving toward a successful discharge. When caring for these patients, the nurse should focus on 
promoting the expression of positive and negative feelings and engage in transpersonal teaching 
and learning experiences. Creating a healing environment to fulfill the physical, emotional, and 
spiritual needs of suicidal patients is only possible when nurses can properly assess patient needs 
and have proper training and resources. Therefore, it is important to train nurses to systematically 
use evidence-based problem solving and caring processes to assist pediatric suicidal patients in 
their care and needs.  
Focusing on care for self and others, this project used the best practices, recommended 
standards of care, as well as individual nursing judgment to streamline care for pediatric patients 





The project and evaluation methods, including design and sample, ethical considerations, 
educational interventions, and data analysis are included in this chapter  
Design and Sample  
 This project was conducted online and used a pre-test post-test design. The inclusion 
criteria to participate in this project were that patients had to be pediatric nurses currently 
practicing in Nevada. The participants had to be at least 18 years of age and be able to read and 
write in English. This DNP project was advertised using email communications to nursing 
organizations and social media platforms. Those interested in participating in this study were 
provided with a survey link and information about the study. Data were collected using Qualtrics 
software.  
Ethical Consideration  
 The project proposal was approved as an exempt research project by the UNLV 
institutional review board (IRB). Personal identifying information was not collected from 
participants. There was no obligation to complete or participate in this project. There was no 
monetary compensation offered to participate in this project. However, participants received one 
continuing education unit if they completed the project.  
Educational Intervention 
 The educational intervention to increase nursing knowledge of caring for pediatric 
patients with suicidal ideation was provided in a YouTube format after participants completed a 
demographic survey and knowledge pre-test questions. The Nursing Toolkit for Care of the 
Pediatric Patient with Suicidal Ideation was attached as a PDF document before the presentation 
link. Participants were asked to download and read through the toolkit before viewing the 
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presentation. The YouTube presentation was a companion to the toolkit and was used to 
highlight the most important information. All of these components were embedded into the 
Qualtrics software. The goal was to provide participants with current evidence-based practice to 
aid in the care of this population.  
The toolkit was divided into two sections, Assessment and Support for Nursing Staff.  
Assessment: Included in the assessment portion were information on “patient assessment” (both 
physical and mental assessments) and “risk assessment, “which also included assessment for 
suicide precautions and safety monitoring. Additional assessment components included building 
therapeutic relationships and education for families. Therapeutic relationships are an essential 
part in completing thorough assessments and gathering useful patient data. Providing families 
with local educational components, such as local and national resources for suicide and suicidal 
ideation, was also an important part of the toolkit.    
Support for Nursing Staff: This section included information on self-care and management of 
emotional stressors.  Resources to support nurses in managing stressful situations and 
information on participating in self-care were also provided 
Measures   
Demographic Characteristics  
 Demographic characteristics collected included gender (male, female and non-binary), 
age (in years), years of nursing experience, level of education (associate’s, bachelor’s, or 
master’s, and doctoral degrees), and race (Asian or Asian American, Hispanic or Latino/a/x, 
Native Hawaiian or other Pacific Islander Native, White or Caucasian, and Biracial or 
Multiracial). Participants were asked to rank the extent of education they have received related to 
caring for patients with suicidal ideation with none, moderate, or extensive training. They were 
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also asked if they felt that having extra training for proper assessment of this patient population 
would be helpful and were asked to rank on the agree/disagree scale. See appendix D for 
demographic questions.  
Knowledge 
 The same set of knowledge questions were asked before and after participants reviewed 
the toolkit and presentation to measure for a change in knowledge score. Question types included 
true/false  and multiple choice. These questions measured the participants’ knowledge in taking 
care of the pediatric population with suicidal ideation. The questions that were asked to 
participants were developed by the author based on literature for the purpose of this project. The 
questions all related to information covered in the toolkit 
Confidence 
The same set of confidence questions were asked before  and after participants reviewed 
the toolkit and presentation to measure for a change in confidence score. Likert Scale questions 
addressed confidence in accurately assessing pediatric patients with suicidal ideation, confidence 
in knowledge to care for this population, confidence in addressing fears and concerns of these 
patients, and awareness of pediatric suicide resources in Nevada. The Likert Scale questions 
were created by the author for the purpose of this project. 
Evaluation  
 Six toolkit evaluation questions were asked at the end of the project. Four of these 
questions used Likert Scale responses (strongly agree, agree, neither agree nor disagree, disagree, 
and strongly disagree) to measure participants’ overall feeling about the toolkit’s effectiveness 
and whether their objectives were achieved. The two open-ended questions captured data on 
participants’ thoughts on the toolkit and presentation. The questions addressed if they felt the 
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toolkit was missing components the participants would have liked to learn. See Appendix D for 
details.  
Data Analysis  
Data collected in the Qualtrics were exported to the SPSS version 26. The descriptive 
analysis was done to understand the socio-demographic characteristics of the participants. The 
paired t-test was used to analyze the change in the average knowledge score of the participants. 
The Wilcoxon ranked test was used to analyze the change in ordinal data on confidence scores of 
participants.   
Threats and Barriers  
 The threats and barriers to this project proved to be participation. Due to the COVID-19 
pandemic, all educational materials were distributed electronically.  Limitations also included 
smaller pediatric nursing numbers as compared to other states. Another potential barrier to this 
study was the length. Many nurses began the study but did not continue to view the toolkit or the 












The study results, discussion, limitations, sustainability, and future implications for this 
project and its findings are explained in this chapter.  
Results 
Demographics 
 35 participants completed this project. Of the 35, 97% were female, and 57% held a 
bachelor’s degree in nursing. The average age of participants was 37, with an average of 11.9 
years of nursing experience. There were no Black participants in this study. This may be related 
to COVID-19 or the timing of this project.  Two questions regarding the extent of education on 
this topic and desire to receive training on this topic were also included in the demographic 
portion. This information is included below in Table 1.  
 
 
Table 1.  
Descriptive Statistics (n=35) 
 
Variables  Frequency (%) Mean (SD)  
Gender    
Male 1 (3%)  
Female 34 (97%)  
Nursing Degree   
ADN 5 (14%)  
BSN 20 (57%)  
MSN 7 (20%)  
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Doctoral 3 (9%)  
Race   
Asian or Asian American 2 (6%)  






Native Hawaiian or other Pacific Islander Native  1 (3%)  
White or Caucasian  27 (77%)  
Biracial or Multiracial 1 (3%)  
Age (Range: 23-68)  37.4 (12.3) 
Years of nursing experience (range: 1-40)  11.9 (10.9) 
I have received training in caring for patients with SI    
Some    
Moderate  17 (49%)  
Extensive  12 (34%)  
I believe having extra training in proper assessment and 
care of pediatric patients with suicidal ideation would be 
helpful  
6 (17%)  
Strongly Agree    
Agree  25 (71%)  
 10 (29%)  
Note: ADN: Associate Degree in Nursing         MSN: Master of Science in Nursing  




Change in Nursing Knowledge   
There was statistically significant mean difference between pre-test and post-test 
knowledge score [t (34) = 3.5, p < .01]. The mean score of knowledge increased from 6.6 (1.3) to 
7.5(1.4) after the educational intervention. The change in knowledge was measured with a paired 















Mean (SD) Mean (SD) 
Knowledge  6.6 (1.3) 7.5(1.4) 3.5* 0.001 
 
Change in Nursing Confidence Level  
 The change in confidence level was measured with the Wilcoxon signed rank tests. All 
















Mean (SD) Mean (SD) 
Confidence Median (IQR) Median (IQR)   
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I feel confident in my 
knowledge to accurately 
assess pediatric patients with 
suicidal ideation 
4 (1) 4 (0) 3.6 <.001 
I feel confident in my 
knowledge to care for 
pediatric patients with suicidal 
ideation after medical 
stabilization 
 
4 (1) 4 (0) 3.8 <.001 
I feel confident in addressing 
the fears and concerns of 
patients with suicidal ideation  
 
3(2) 4(0) 3.8 <.001 
I am aware of pediatric 
suicide resources in the state 
of Nevada 
3(2) 4(1) 4.5 <.001 
Note: * t-test otherwise Wilcoxon signed-rank test for ordinal variables   
SD: Standard Deviation, IQR: Interquartile range 
 
Toolkit Evaluation  
Participants were asked to evaluate the project at the end of the survey. This evaluation 
consisted of four 5-point Likert scale questions, and two fill-in-the-blank questions. All 35 
participants agreed or strongly agreed that this toolkit gave them new information. All 35 
participants also agreed or strongly agreed that the information would change the way they cared 


















      N (%) 
Agree  
 
Strongly Agree  
This toolkit gave me new information about assessment and 
care of the pediatric patient with suicidal ideation. 
 
19 (54%) 16 (46%) 
This toolkit presented information clearly and effectively. 15 (43%) 20 (57%) 
The information in this toolkit will change the way I care for 
patients with suicidal ideation. 
 
22 (63%) 13 (37%) 




Two open-ended questions were asked, and responses were collected on the overall 
effectiveness of the toolkit. Nineteen participants provided comments for the first open-ended 
question, which inquired about their overall thoughts on the presented topic. Three participants 
provided responses for what they would have liked to learn (see Table 4 for these comments. The 
comments were positive and stated the toolkit was educational, concise,  and covered a topic 
they felt was important. Participants felt that communication methods to convey positive 









Project Evaluation Comments  
 
Question  Comments   
Please describe your overall thoughts 
on the topic and the content of this 
presentation  
I appreciate the time that was taken to complete 
this presentation, I believe it has given me a good 
refresher/new information on how to take care of 
these patients better! 
 
Very Informative  
 
Great resource for the pediatric population 
expanding beyond inpatient care.  
 
 
 This topic is extremely important, especially in the 
acute pediatric setting. I feel better prepared to care 
for pediatric patients with suicidal ideation and 
better equipped with resources to make sure they 
are safe and successful. 
 
 




 Thank you for taking the time to educate and bring 
awareness to this topic! Taking care of these 
patients can definitely be a challenge without the 
proper training and knowing how we are to address 
the current circumstances of their hospital stay.  
 
 Good job, good information.  




 Very informative. I enjoyed learning about this 
more in depth because our pediatric 




 Excellent resources and apps for patients and 
nurses that are current and up to date. 
 
 Excellent presentation of updated resources and 
review of new assessment parameters.  
 
 
 As a nurse who encounters this population while 
floating, this presentation was very helpful 
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 This topic is not discussed or addressed enough.   
 I thought this presentation was well thought out and 
very informative.  
 
 
 It was clear and easy to understand.  
 Very good information and very concise.   
 Very good. Just enough information to remember 




 There were many resources I was unaware of and I 
felt they were presented in a comprehensive way. 
 
Great presentation with links that provided ore 
education and resource information. 
 
 
There was other information I would 
have liked to learn about 
What to say/not to say when talking to patients or 
how to convey positive thoughts 
 
 
 Holistic and wellness approaches to therapy 
available, not just hospital focused  
 
 





 Suicide, suicide attempts, and suicidal ideation continue to be a health epidemic in the 
United States, especially amongst children and adolescents here in Nevada.  Since the beginning 
of this project, the effects of COVID-19 have seen an increase in pediatric emergency 
department visits for suicidal ideation and other mental health crises (Leeb et al., 2020). 
Supplying nurses with knowledge on caring for these patients is essential to improve patient care 
for this population in the hospital setting.  
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From the qualitative responses to the toolkit and presentation, two themes emerged. First, 
nurses felt that this topic is important and relevant to the current healthcare climate. Second, 
nurses felt they were lacking appropriate education on this topic but were receptive and eager to 
learn and apply it to their practice. For every completed suicide, there are typically 50-100 
attempts. These attempts have the possibility to end up in the emergency department and 
subsequently the pediatric intensive care unit (Kennebeck & Bonin, 2020). Therefore, as we have 
seen rates increase, nurses who work in this setting will undoubtedly encounter this patient 
population and will need current evidence-based information to appropriately care for them. 
The survey indicated that only 17% of the participants felt they had extensive training on 
the topic of suicide and suicidal ideation, which means that 83% of the participants either lack or 
have minimum training. This suggests there is a need for education among the participating 
nurses and these project findings align with current data regarding nurses comfort and 
knowledge level caring for this patient population. Even though there has been an increase in 
pediatric suicide and suicidal ideation in recent years, nurses continue to lack training for this 
subject matter (Jahn et al., 2016). Many nurses feel comfortable screening patients for suicidal 
ideation however, participating in follow up care, (assessments, further counseling, or referrals) 
was a self-identified weakness (Betz, et al., 2013). Unfortunately, when asked to self-report 
comfort level and extensiveness of training, many nurses and health care providers overestimated 
knowledge and were found to have less experience and skillset than they had previously reported 
(Jahn et al., 2016).  
The main aim of this project was to increase knowledge and confidence of pediatric 
nurses by providing them with a nursing toolkit of information on how to care for pediatric 
patients with suicidal ideation. The toolkit also provided them with self-care resources to help 
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manage emotional stressors while caring for this patient population. Findings from this project 
showed a statistically significant improvement in knowledge and confidence score. This result 
indicated that participants did not have appropriate knowledge to take care of this population 
before participating in this project, validating the need of the toolkit and training for pediatric 
nurses. More importantly, based on qualitative data, participants felt this information was 
important to their practices but not addressed enough. They were open to learning new 
information and incorporate evidence-based practice to provide appropriate care for this 
population.  
While some participants felt the toolkit was lacking information on positive thoughts to 
the patients and holistic or alternative therapies for the patient, those topics can still be explored 
in future projects. Many alternative and holistic therapies are not readily available in a hospital 
setting, making it difficult tailor to this inpatient pediatric nursing group at this time.   
The literature search reveals information related to nurses’ perceptions of caring for this 
patient population and the difficulties that can come from it (Tofthagen et al., 2014). 
Highlighting that caring for this patient population is difficult, so nurses could benefit from 
information relating to self-care. Although the Joint Commission requires that accredited hospital 
staff receive training on care of patients with suicidal ideation, it is unclear how hospitals 
interpret that, so implementation will look different across the country. Organizations like Zero 
Suicide are trying to standardize the teaching process and information throughout the hospital 
setting, but their hospital involvement numbers are still small. There is a place for streamlined 





 The project is not without limitations. These limitations include a small sample size, and 
the participants were pediatric nurses from Nevada only. Thus, although the findings are 
generalizable to this group, they may not be generalizable to other populations or regions. The 
data collection was done online. Only about 50% of the participants who started the survey 
completed it, making the attrition rate higher than expected. That being said, engagement or 
interest in the topic of suicide might have been a limitation as well. With the effects of COVID-
19, all data was collected online and participation might have been higher in an in-person 
presentation setting. Length of the project or time commitment may have been a barrier.  
Sustainability and Future Implication 
 Pediatric suicide is one of the nation’s public health crises, and nurses are at the forefront 
of taking care of this population. This project is the first step to supporting nurses in caring for 
this population effectively. Qualitative data suggested that participating nurses plan to use the 
knowledge gained from this project in their practice. However, the project did not measure the 
effectiveness of the knowledge gained in the practice setting. Future projects should study the 
application of such education on nursing practice and patient/family satisfaction and 
implementation. Evidence based practice improvement education that targets nurses has been 
found to increase both knowledge and skills in a variety of inpatient settings (Wu et al., 2018). 
Continued research on this topic could hopefully help to reduce the current rates of pediatric 
suicide, with a goal of helping pediatric patients with suicidal ideation use the local and national 





 Suicide continues to be a nationwide epidemic among children and adolescents, with 
comparatively higher rates in Nevada. This DNP project was implemented to increase nursing 
knowledge to care for pediatric patients with suicidal ideation, using a nursing toolkit. The findings 
from this project highlighted a statistically significant change in mean knowledge and confidence 
scores. Moreover, participating nurses were interested in using this knowledge and further training 
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Why this is important 
Introduction 3
Suicide currently ranks as the number one cause of death amongst 
children and teens ages 12-19 here in Nevada. Many of these children 
and teens end up receiving care in emergency rooms, acute medical 
stabilization in an intensive care unit or on an acute unit. Many nurses 
feel they are not given adequate training to effectively care for this 
patient population during the hospital stay as this can bring forth 
personal, ethical and emotions while caring for these children and 
teens. 
This toolkit aims to educate nurses that work with this patient 
population on assessment techniques to improve communication and 
patient interactions. It also provides resources for nurses to improve 
his or her selfcare practices and techniques to help with some of the 






This toolkit will be broken into two sections: 





Patient Assessment: This 
will include a variety of 
topics and techniques used 
to assess the physical 
patient, as well as skills to 
help build rapport to help 
further assess and respond 
to a patient’s current mental 
state 
Resources for Nursing 
Staff: This will include 
resources for self care and 
techniques to help 
decrease the emotional 
stressors that can come 










The types of assessment techniques and related education 
points that this toolkit will discuss include: 
The Patient Assessment
• Including physical and mental components of data gathering
• Gathering data and building rapport for further patient 
assessment
Risk Assessments
• Is this patient a potential risk for harming his or herself or 
elopement during a hospital stay 
• Assessment for suicide precautions and safety monitoring
Building Therapeutic Relationships
• The benefits of building good rapport with patients
Education for Families 
• Helpful tools and tips for families to use once discharged 
7
The Patient Assessment 
8
The initial patient assessment is essential in gathering baseline data for your continued interaction with the patients. This includes 
evaluations of both physical condition and current mental status. The following assessments should be done in addition to standard 
systems assessments as required by your facility 
Physical Examination Components: 
Vital signs 
General appearance: Is the patient well groomed, were they dressed appropriately upon arrival to the hospital? Do they appear to 
be a healthy weight? 
Mental status examination examples:
o Behavior: Are they interactive and cooperative or are they guarded and avoidant?
o Motor function: Are they able to move all extremities? Do they have any abnormal movements or tics?
o Orientation: Do they know who they are, where they are, what day/month it is, why they are in the 
hospital?
o Speech: Are they speaking in flat tones or do they have appropriate intonation? Is speech slow or 
rushed?  
o Affect: Are they depressed, anxious, flat, ambivalent, fearful or euphoric? 
o Impulse control: Are they aggressive or hostile? 




It is important to observe the patient for any 
evidence of other self harm attempts (recent or 
past) 
• Cuts (in any stage of healing as shown 
in photo)
• Signs of physical trauma or abuse 
(cigarette burns, bruising in various 
stages of healing)
• Bruising  (be mindful of bruising 
patterns- are they only places that can 
be covered by clothing?)
• Signs of substance abuse (ex track 
marks or perioral abscesses)
• Other medical conditions with physical 
presentations (ex: lanugo from bulimia)








The World Health Organization recommends all patients over the age of 10 should 
be asked about self harm or plans of self harm in the last month This topic can be 
addressed using a questionnaire such as the Columbia Suicide Severity Risk 
Screening or the PHQ-9, which the Joint Commission requires as national patient 
safety goal. Depending on situation, many of these questions should be answered 
when patient is alone, as to prevent bias or parental influence
§ Keep in mind that patient supplied data can be subjective, looking at previous 
medical history for a complete history can paint a more complete risk picture.  
§ Joint Commission requires the documentation of individual’s overall level of risk for 
suicide and the plan to mitigate the risk
§ Each facility has specific guidelines for frequency and documentation of these 
questions and findings, so please refer to your hospital’s policy 
Assessment 11
Joint Commission, 2019
Risk Assessment Using CSSR-S and PHQ-9 
12




Risk assessment is an important part of the overall assessment, as it allows 
the nursing staff to determine whether the patient is at further risk of harming 
himself or others during a hospital stay or once discharged. It also can help 









Suicide Precautions and Safety Monitoring
Based on the information gathered in the “risk assessment” section, the 
nurse is now further able to help decide the need for increased or decreased 
suicide precautions and or patient safety monitoring.  
These precautions can be put in place for answers to the CSSR-S or PHQ-9 
questionnaires, self harming or staff harming behaviors upon admission, but 
can also be initiated upon nurse discretion (oftentimes to deescalate a 
patient status an order from a physician must be in place).
§ High Risk patients are at a high risk of acting on suicidal ideations or 
homicidal ideations, and may require closer monitoring of activity 
§ Low Risk patients typically have had suicidal ideations or actions in the 




Suicide Precautions and Safety Monitoring
oThe Joint Commission requires that accredited facilities 
provide the following to staff who care for patients at risk for 
suicide: 
oTraining and competence assessment of staff who care for 
patients at risk for suicide 
oGuidelines for reassessment (these are typically hospital and 
facility specific)
oMonitoring patients who are at high risk of suicide  
15
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Assessment
Risk Assessment
Suicide Precautions and Safety Monitoring
§ The following include items that the Joint Commission has made into 
national patient safety goals to ensure uniformity amongst facilities 
1:1 sitter 
§ Continuous monitoring by trained staff member
Room near the nurses’ station 
§ This minimizes elopement risk by not only being in a high traffic area but 
also by placing patients in hospital clothing
Removing potentially harmful objects that are not medically necessary in the 
direct patient care area 
§ This also includes assessing objects brought into a room by visitors, 
items on meal trays, and at each patient interaction
Develop check lists to help staff transition care each shift 
§ This ensures that important care aspects are not forgotten, and that the 
patient remains safe in their room
16





Assessment: Building Therapeutic Relationships
17
Suicidologists have found that therapeutic relationships are necessary for 
appropriate assessments and care for suicidal patients, and this is 
considered a core competency in suicidal patient care. These relationships 
can reduce patient anxiety and promote honest nurse patient relationships. 
Unfortunately, healthcare professionals who avoided the topic of suicide 
were more likely to reinforce feelings of isolation, hopelessness, or 
embarrassment that patients were experiencing. 
(Bryan et al., 2012) 
(Saigle & Racine, 2018)
Assessment
This Photo by Unknown Author is licensed under CC BY-NC
Assessment
Assessment: Building Therapeutic Relationships
§ Let the patient know it is appropriate and acceptable to 
talk about suicide with you (or any other member of 
hospital staff)
§ The patient’s willingness to disclose information to 
healthcare providers can be skewed for several 
reasons: fear of repercussions, or stigmatization
§ The adolescent should be interviewed separately from 
the parent- they are more likely to withhold information 
when parents are present 
18
(Shain, 2016)
(Verena et al., 2017)
Assessment
Assessment: Building Therapeutic Relationships
Ways to promote building relationships 
§ Utilize active listening 
§ Be mindful of nonverbal behaviors for clues to patient 
feelings
§ Use open ended questions 
§ Try to keep a nonjudgmental attitude 
§ Be supportive to both the patient and the family – this 
includes advocating for both during the patient’s stay
Important to note, patients may not be able to effectively engage in therapeutic relationships during acute 
phases of the suicide attempt (unconscious, degrees of injury, altered mental status)
19





Assessment: Building Therapeutic Relationships
20
§ Building therapeutic relationships using appropriate verbiage 
§ The goal is to remove negative connotations and reduce stigma 
o Ex: Commit suicide is no longer the preferred term 
• Died by suicide or took his or her own life 
• Commit can be associated with a crime, sinful, morality issues
• Instead: Died by suicide, took his or her own life, killed himself/herself 
While this language is blunter or more straight forward in nature, the hope is 
to reduce negative connotations associated with these words 
Assessment: Building Therapeutic Relationships 
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§ Addressing Aggressive Behavior 
§ Number one priority is keeping yourself and the patient safe
§ Try de-escalation tactics 
o Acronym HALTTS – this  is used in psychiatric therapy, patients can become 







o Restraints are always a last resort 
Assessment
Assessment: Education for Families 
22
40% of adolescent suicide deaths reported no change in behaviors hours 
before the attempt, so there may not always a warning sign. 
There is no way to predict a potential suicide attempt and the biggest risk 
factor for a suicide is a previous attempt. 
The goal is to give families resources, encourage them to be open with and 
talk with kids about suicide and be aware of possible warning signs. Safety 
plans and phone applications can be helpful tools once patients discharge. 






Assessment: Education for Families
Possible risk factors for future suicide attempts 
§A psychiatric disorder: major depressive disorder, bipolar disorder,  and substance 
(alcohol and drug) use disorders 
§Bullying- children who are bullied at the age of 8 are associated with suicide attempts and 
completed attempts later in life (Shain, 2016)
§Availability of lethal means (are there guns or weapons directly available in the home?)
§Physical and/or sexual abuse 
§Lack of a support network, poor relationships with parents or peers 
§Feelings of social isolation 
§A family history of depression or suicide 
§There is no such thing as a comprehensive list of risk factors, remind parents to be 
open with their children about suicide and suicidal ideations 
Assessment 23
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Assessment: Education for Families 
In today’s technology world, there are many apps that can help patients 
§MY3
oWith this APP you are able to identify 3 people you can count on if you develop suicidal ideation
o Learn more at MY3 
§Safe Voice 
oNevada department of education’s anonymous reporting app for threats of safety or well-being of 
students 
• Learn more at Safe Voice NV
§Nevada 211 Youth App
• Variety of help available to teens
for things such as housing, mental
health help and more. 
Learn more here
Assessment 24
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Assessment: Education for Families
• The Safety Plan
• These can consist of written information including  
potential warning signs for specific patients, coping 
strategies they have used in the past, people that can 
help distract the patient, people the patient can ask for 
help, and agencies that can be called in case of an 
emergency 
• Having a safety plan and supportive contacts are among 
a new standard of care for suicidal patients- it has been 
determined to be best practice by the Suicide Prevention 
Resource Center Safety plans saw a reduction in 
suicidal ideation, fewer suicide attempts, and greater 
treatment engagement than a “no suicide” contract  You 
can find a brief into so safety planning and a sample 
safety plan here
25Assessment
(Stanley, et al, 2018)
(Joint Commission, 2016) 










Nursing can be an emotionally and physically 
draining career and having data available to help 
nursing staff relieve some of the potential 
stressors is important to maintaining health 
throughout a career. When caring for patients with 
suicidal ideations, it is ok to feel fear, anxiety, 
panic, sadness, and grief.
27
(Saigle & Racine 2018) 
(Talseth & Gilje, 2011)
Resources for Nursing Staff: Managing Emotional Stressors
Resources for Nursing Staff 28
It is important to address physical, mental, and emotional reactions to 
different situations throughout the day. As nurses, oftentimes there are 
many stressful events that can take place during a shift. The response 
to these events can be physical (increased heart rate, sweating, 
increased cortisol levels) or emotional (anxiety, anger, fear). By taking a 
moment and reflecting on the emotions that situation elicited, nurses 
can better understand their responses. 
The Cleveland Clinic has a great resource here for identification and 
management of emotional stressors





Resources for Nursing Staff: Managing Emotional Stressors 
Become aware of your own emotional responses, both 
positive and negative. Remember that some nurses 
prefer an emotional barrier and feel that it lends to a 
more effective and positive patient relationship. 
Advocating for support, education, and resources to care 
for this population can help ease these stressors. As well 
as, becoming familiar with your professional role and 
responsibility in providing care for suicidal patients. 
Resources for Nursing Staff 29
(Tofthagen et al., 2014)
(Conlon & O’Tuathail, 2010)
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Resources for Nursing Staff: Self Care 
30
Self care practices are self initiated behaviors that promote good  
health and well being 
Self care practices have been found to have a positive effect on those 
individuals working in the healthcare sector, as these employees tend to be 
more vulnerable to stress overloads and burnout related to working in an 
emotionally exhausting environment. Caring for pediatric patients with 
suicidal ideation is a prime example of this experience. While there have 
been many studies regarding the importance of self care, nurses have 
reported self care to be an often-neglected area missing from daily routines. 
However, creating health self care habits and coping strategies were found 
to be critical in the ability to sustain effective nursing practice. 
Docherty-Skippen et al., 2019
Christopher et al., 2016
Resources for Nursing Staff 
Resources for Nursing Staff: Self Care 
Many nurses consider self care to be a skill they have not yet “learned” and 
many nurses do not give themselves permission to be self compassionate or 
participate in self care 
o Ex: guilt in taking sick time or guilt when not at work 
Previous literature suggests that many felt it was difficult to participate in self 
care or compassion due to embarrassment or being viewed as selfish. Many 
also felt they needed permission from someone to partake in caring for 
themselves
Self care does not have to be time consuming, rather time set aside to 
care for yourself and it can include stress management, relaxation, 
increased awareness of reaction patterns, and learning effective 
coping mechanisms
31
Andrews et al., 2020





Resources for Nursing Staff: Self Care 
• Areas of focus for self care 
• Mental
• Read a book 
• Physical 
• Use the stairs instead of the elevator
• Emotional 




• Eat lunch with a friend at work 
• Personal
• Try a new hobby 
• Professional 
• Declutter your work bag 
• Medical 
• Daily activity 
32
Resources for Nursing Staff: Self Care  
Promoting a self care environment in the workplace
This is just as important as the home environment. For example, focusing 
on problems in a work environment may increase levels of stress and 
dissatisfaction. Being aware of self responsibility can lead to speaking up 
about areas that need improvement, being a catalyst for change, and 
leading to positive outcomes. 
Promoting a self care environment at home
This can include physical self care techniques (like yoga), Mental self care 
(a gratitude journal, mindfulness)
Preventing Presenteeism
Presenteeism: the incidence of employees reporting to work when they     
are ill and not performing at their usual level of productivity 
◦ Currently this is phenomenon is more costly to hospitals than absenteeism 
A link for a Self Care Assessment can be found here, this can help to 
find areas where you practice self care well, and identify areas that 
need more attention
Resources for Nursing Staff 33
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Crane & Ward, 2016
Resources for Nursing Staff: Online Resources 
§ Nevada HealthCARES Warmline (833) 434-0385:  
o a resource for Nevada healthcare professionals related to COVID 19- but can help 
with coping mechanisms and long-term coping strategies 
o Find more information here: HealthCARES
§ Zero Suicide in Health and Behavioral Healthcare 
§ The department of Health and Human Services has adopted this model to be implemented 
across the country
§ Seven components 
§ Can be implemented in a variety of settings, including pediatrics 
§ Find more information here
This Photo by Unknown Author is licensed under CC BY-ND






Takeaway Helpful Hints 
Quick Reminders 35
Remember to TALK
Therapeutic relationships: build with patients and families
Assessment skills: the more interactions a nurse has with this patient 
population, the more comfortable they feel in providing care for them
Learn Resources: resources are readily available for patients, patient families 
and nursing staff
Keep taking care of yourself: self care promotes better care of patients
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Pre, Posttest, and Evaluation Tool for Nursing Toolkit for Care of Pediatric Patients with 









What is your age in years? 
 
How many years of nursing experience do you have?  
 
What is your level of education? 
Associates degree  
Bachelor’s Degree  
Master’s Degree  
 
What race do you identify with?  
American Indian or Native Alaskan  
Asian or Asian American  
Black or African American  
Hispanic or Latino/a/x 
Middle Eastern/North African (MENA) or Arab Origin 
Native Hawaiian or Other Pacific Islander Native  
White or Caucasian 
Biracial or Multiracial 
Other (please specify)  
 







I believe having extra training in proper assessment and care of pediatric patients with suicidal 
ideation would be helpful  
Strongly Agree  
Agree  
Neither Agree nor Disagree  
Disagree  
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Knowledge and Confidence Assessment  
 
 
Pre-Survey: please indicate your current understanding of these statements 
 
1. I feel confident in my knowledge to accurately assess pediatric patients with suicidal 
ideation  
Strongly Agree  
Agree  
Neither Agree nor Disagree  
Disagree  
Strongly Disagree  
 
2. I feel confident in my knowledge to care for pediatric patients with suicidal ideation after 
medical stabilization 
Strongly Agree  
Agree  
Neither Agree nor Disagree  
Disagree  
Strongly Disagree  
 
3. I feel confident in addressing the fears and concerns of patients with suicidal ideation  
Strongly Agree  
Agree  
Neither Agree nor Disagree  
Disagree  
Strongly Disagree  
 
4.  I am aware of pediatric suicide resources in the state of Nevada 
Strongly Agree  
Agree  
Neither Agree nor Disagree  
Disagree  
Strongly Disagree  
 
5. The acronym HALTTS stands for which of the following  
a. Hungry, Angry, Lonely, Tired, Thirsty, Scared  
b. Happy, Amicable, Lovable, Truthful, Trust, Self-Love  
c. Healthy, Active, Laughter, Timid, Trust, Smile 
 




7. Which of these is the greatest risk factor for a potential suicide attempt? 
a. Strong support from family  
b. Previous suicide attempt  
c. LGBTQ identity  
d. History of being bullied  
 
8. True or False: Engaging in therapeutic relationships with patients with suicidal ideation can 
be beneficial for both the patient and the nurse  
 
9. True or False: Having a safety plan once a patient is discharged from the hospital increases 
the risk of future suicide 
 
10. True or False: My3 is a downloadable application that patients can utilize when feeling 
suicidal ideation?  
 
11. What is the Nevada HealthCARES warmline? 
a. A 24/7 hotline that nurses can call for information related to COVID-19 
b. A phone number that healthcare workers can call Monday- Friday to anonymously 
discuss stressors related to their current role  
c. The phone number for the Nevada State Board of Nursing  
 
12. Which one of these apps is a safe way to report bullying or assault anonymously that is 
occurring at schools in Nevada? 
a. My3 
b. Safe Voice  
c. SafeT Reporting 
 
13. What is “presenteeism?” 
a. The ability to be present at all times for family, patients, work, and other 
commitments 
b. The ability to be present for your patients at all times and performing at your highest 
ability  
c. Showing up for work/activities when you are ill and not performing to the best of 
your abilities  
 
Post Survey: Now that you have been provided with Resources for Care of the Suicidal 
Pediatric Patient, please indicate the follow information has changed:  
 
1. I feel confident in my knowledge to accurately assess pediatric patients with suicidal 
ideation  
Strongly Agree  
Agree  
Neither Agree nor Disagree  
Disagree  
Strongly Disagree  
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2. I feel confident in my knowledge to care for pediatric patients with suicidal ideation after 
medical stabilization 
Strongly Agree  
Agree  
Neither Agree nor Disagree  
Disagree  
Strongly Disagree  
 
3. I feel confident in addressing the fears and concerns of patients with suicidal ideation  
Strongly Agree  
Agree  
Neither Agree nor Disagree  
Disagree  
Strongly Disagree  
 
4.  I am aware of pediatric suicide resources in the state of Nevada 
Strongly Agree  
Agree  
Neither Agree nor Disagree  
Disagree  
Strongly Disagree  
 
5. The acronym HALTTS stands for which of the following  
a. Hungry, Angry, Lonely, Tired, Thirsty, Scared  
b. Happy, Amicable, Lovable, Truthful, Trust, Self-Love  
c. Healthy, Active, Laughter, Timid, Trust, Smile 
 
6. True or false: Asking a patient about their suicidal ideation makes them more likely to act on 
the ideations? 
 
7. Which of these is the greatest risk factor for a potential suicide attempt? 
a. Strong support from family  
b. Previous suicide attempt  
c. LGBTQ identity  
d. History of being bullied  
 
8. True or False: Engaging in therapeutic relationships with patients with suicidal ideation can 
be beneficial for both the patient and the nurse  
 
9. True or False: Having a safety plan once a patient is discharged from the hospital increases 
the risk of future suicide 
 
10. True or False: My3 is a downloadable application that patients can utilize when feeling 
suicidal ideation?  
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11. What is the Nevada HealthCARES warmline? 
a. A 24/7 hotline that nurses can call for information related to COVID-19 
b. A phone number that healthcare workers can call Monday- Friday to anonymously 
discuss stressors related to their current role  
c. The phone number for the Nevada State Board of Nursing  
 
12. Which one of these apps is a safe way to report bullying or assault anonymously that is 
occurring at schools in Nevada? 
a. My3 
b. Safe Voice  
c. SafeT Reporting 
 
13. What is “presenteeism?” 
a. The ability to be present at all times for family, patients, work, and other 
commitments 
b. The ability to be present for your patients at all times and performing at your highest 
ability  
c. Showing up for work/activities when you are ill and not performing to the best of 




1. This toolkit gave me new information about assessment and care of the pediatric patient 
with suicidal ideation  
Strongly Agree  
Agree  
Neither Agree nor Disagree  
Disagree  
Strongly Disagree  
 
2. This toolkit presented information clearly and effectively  
Strongly Agree  
Agree  
Neither Agree nor Disagree  
Disagree  
Strongly Disagree  
 
3. This information in this toolkit will change the way I care for patients with suicidal 
ideation  
Strongly Agree  
Agree  
Neither Agree nor Disagree  
Disagree  
Strongly Disagree  
 
4. I am now aware of self-care resources for nurses:  
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Strongly Agree  
Agree  
Neither Agree nor Disagree  
Disagree  
Strongly Disagree  
 
5. Please describe your overall thoughts on the topic and the content of this presentation: 
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